suMMARY Ninety three female neurological in-patients were assessed in a collaborative neurological and psychiatric study. An overall prevalence of definite psychiatric disorder of 34% was found, depression being the most common diagnosis. Psychiatric morbidity was most common when the neurologist felt that the presentation could not be explained by a neurological disorder. The majority ofsuch patients had symptoms which could be explained by the psychiatric disorder but a substantial number could not be given a definite diagnosis. The General Health Questionnaire was not found to be a useful screening instrument in this setting.
The relationship between neurological and psychiatric illness is complex, partly because of the many ways in which these disorders interact'2 but also because of very real semantic problems which arise in an area of clinical practice where illness and disease are difficult to define. Any systematic approach to the relationship must therefore start with a clear definition of terms (and a recognition of their limitations).
The term "psychiatric illness" has been applied in some previous studies only to those patients whose symptoms do not have an organic basis; the prevalence of such illness has been recorded in two studies of neurological out-patients as 30% and 13% respectively.34 A recent study of in-patients on our unit also included patients with psychiatric illness secondary to organic disease; the overall prevalence of psychiatric morbidity was estimated at 36%' and appeared to be similar for those with and without organic disease. This figure was lower than some surveys which have relied solely on self-report questionnaires to diagnose psychiatric illness.46 Thus a clear definition of psychiatric illness is required to measure accurately its prevalence.
The term "functional", "psychological" or "hysterical" are often used to describe the complaints of the numerous patients who are referred for a neurologist's opinion but who do not have detectable organic disease.7-9 Many physicians regard these terms as synonymous with psychiatric illness, an assumption Accepted 1 July 1988 which presumably indicates that psychiatric treatment would relieve the symptom. In fact only a proportion of patients who do not have an organic basis for their symptoms have psychiatric illness diagnosed according to research criteria."9
The term "illness behaviour" has been introduced to describe the excessive concern with bodily symptoms and inappropriate treatment-seeking observed in patients who are apparently motivated by fear of severe disease or by the potential rewards of the sick role. But the relationship between such behaviours and specific psychiatric diagnoses is not clear,"' and the nature of any underlying psychological disturbance must be identified in such patients if appropriate treatment is to be instituted.
For the purposes of the present paper patients who did not have organic disease will be termed "nonorganic" whereas the term "psychiatric disorder" will be used to denote the presence ofsufficiently numerous and severe psychiatric symptoms to merit a diagnosis according to research criteria. Such a diagnosis was only made after an interview with a psychiatrist since a high score on a questionnaire alone does not necessarily indicate the presence ofa psychiatric disorder.4 "
The first aim of the present study was to measure the prevalence of psychiatric illness in patients regarded by one neurologist as exhibiting non-organic symptoms (using those with organic illness as a comparison group). Secondly, we aimed to determine for each patient whether the psychiatric disorder played a part in causing the symptom presented to Metcalfe, Firth, Pollock, Creed symptoms recorded on the CIS and an ICD diagnosis was merited (in practice all but three of the patients given such a diagnosis had a weighted CIS score of over 20).
At a later meeting of all the authors the details of neurological and psychiatric findings were examined with the aim of reaching a consensus decision about the cause or causes of the patient's symptoms. In particular the psychiatrist (FC) was required to decide to what extent the psychiatric diagnosis, if any, provided an explanation for the patient's symptoms.
Statistical comparison of differences between groups were made using chi square, Mann Whitney U tests or KruskalWallis analysis of variance as appropriate.
Results
Ninety three patients took part in the study. Five were excluded, two refusing to take part, one being too unwell (as a result of a cerebral tumour) and in two cases the duration of in-patient stay was too brief. The neurological diagnoses of symptom groups were as follows: spondylosis, cerebrovascular disease (13 patients each diagnosis), multiple sclerosis, epilepsy, headache (12 patients each), dizziness (7), polysymptomatic (4) motor neuron disease, myasthenia (3 each) myotonica dystrophica (2), hysteria (1), miscellaneous (15) .
Following his clinical interview, the psychiatrist diagnosed psychiatric illness in 32 (34%) of patients. Eighteen patients had depression, seven a combination of anxiety and depression and two had an anxiety state. Two patients were psychotic, and one patient each was diagnosed as having hypomania, conversion hysteria and alcohol abuse. For brevity the term "affective" will be used hereafter to refer to the 28 patients with depression, anxiety and hypomania but excluding psychosis, hysteria and alcohol abuse. The term "affective treated" will refer to those 14 patients whose disorder was regarded as sufficiently severe to commence specific treatment (usually with antidepressants) while on the ward. Table I shows the distribution of psychiatric disorder, median GHQ scores and life problems amongst these groups. It can be seen that a much higher proportion of Group 3 patients have a definite psychiatric disorder and the majority of these were severe enough to warrant immediate treatment. Psychiatric morbidity and illness behaviour infemak neurological in-patients The presenting neurological symptoms were heterogeneous so it was impossible to determine whether any were especially likely to indicate psychiatric disorder. However, we found no difference between patients in whom pain was a prominent presenting complain and the rest but those individuals with more than two complaints were much more likely to have a definite psychiatric diagnosis (table 4) .
Finally, we subdivided the 28 patients with affective Chi-squared = 6 30, p = 0-003.
disorder according to clinical severity of psychiatric illness. This was performed on a clinical basis by the neurologists and psychiatrists in discussion and not according to the Clinical Interview Schedule Score. Group A comprised those with no affective disorder, Group B had mild and untreated affective symptoms and Group C had more severe affective symptoms for which immediate treatment was initiated. The GHQ scores for these groups are shown in table 5. It can be seen that the GHQ scores did not provide a reliable guide to the presence of affective disorder since using the cut-off score of 11/12 recommended by Goldberg'6 for this population, one quarter of the non-morbid group (Group A) would be false positives, half the mild affective group and even one quarter of the relatively severe treated group would be missed.
Discussion
This study has found that the overall prevalence of psychiatric disorder among female neurological inpatients is similar to that in the other general medical settings.'7 It is important to note that this result arose from administration of a standardised psychiatric interview and not from a self-administered questionnaire as has been done in some previous studies46; it is close to the result of an earlier study at the same unit.5
The practical importance is that half of these patients warranted the initiation of treatment for their psychiatric disorder whilst on the ward. Our results indicate that the clinician could not rely on the use of the General Health Questionnaire to indicate which patients have psychiatric illness, since some patients in the affective groups recorded low scores on the GHQ. This was also the finding of a previous study on neurological outpatients' and has also recently been confirmed by the author of the questionnaire.'6 Currently available questionnaires In line with previous studies we have found that over half of the patients whose symptoms were considered non-organic by the neurologist were suffering from an affective disorder.'218 But unlike previous studies we have studied the relationship between psychiatric disorder and the presenting somatic symptoms. The psychiatrists (FHC,DF) were confident that in many of these patients the symptoms were explicable in terms of defined psychiatric diagnosis and thus it was reasonable to pursue psychiatric treatment with the expectation that this should relieve the symptoms. The remainder of the group with non-organic complaints remain undiagnosed. It is not appropriate to designate them as "psychiatric" on the grounds that no organic cause for their symptoms has been discovered. Rather they should be managed by a doctor who can keep an open mind as only time will tell whether they are eventually diagnosed as having a psychiatric illness, a neurological disorder or neither. '9 Thus the categories of "non-organic" and "psychiatric" illness are not synonymous, though they do overlap. Over half of those who had psychiatric illness also had organic neurological disease. The neurological symptoms in these patients were either unaffected by the coexisting psychiatric disorder (group 1) or exaggerated (group 2) or they had additional symptoms which caused diagnostic difficulty (also group 2).
The patients in group 3 were probably regarded as having "non-organic" symptoms primarily because of the nature oftheir presenting symptoms but we cannot rule out the possibility that their hypochondriacal attitude played a part in this decision. Such an attitude was pronounced as their very high scores on the Illness Behaviour Hypochondriasis and Disease Conviction scales testify. Nearly half of the patients in group 3 scored more than 3 on the hypochondriasis scale compared with 19% of general hospital patients and 30% of pain clinic patients.' The median score was also a great deal higher than the patients with nonorganic symptoms referred by neurologists to a psychiatrist'2; such patients are a selected group who agree to such a referral.
The present sample included many patients who would bitterly resent formal referral to a psychiatrist. Such patients present neurologists with a difficult management problem; their illness behaviour is unlikely to be modified unless they can acknowledge the influence of psychological, social and economic factors in the causation of their difficulties; these must be tackled without alienating the patient. Like Lipowski and Kiriakos2 we believe co-operative management by Metcalfe, Firth, Pollock, Creed neurologist and psychiatrist on a ward which operates without bias and accepts the validity of all symptoms, whether they are "organic" or "functional" provides the best therapeutic environment for such patients.
